SUMMARY Ebstein's anomaly of the tricuspid valve is characterised by downstream displacement of the tricuspid leaflets. In the case of the septal leaflet, the result is exaggerated offsetting of the atrioventricular valves. Thus it might be supposed that in Ebstein's anomaly of the mitral valve, downstream displacement of the aortic (septal) leaflet of the mitral valve could move its attachment beyond that of the tricuspid valve, resulting in reversed offsetting. To examine this hypothesis three patients each with a concordant atrioventricular connection were studied. The first, with Marfan's syndrome and without an abnormal mitral valve, had reversed offsetting shown by echocardiography. The second, without Marfan's syndrome and with Ebstein's anomaly of the mitral valve, showed echocardiographically normal offsetting but a displaced mural leaflet. The third, in whom Ebstein's anomaly of the mitral valve was confirmed at necropsy, showed all the features of the second case, with normal offsetting of the atrioventricular valves.
In hearts with the usual atrial arrangement (solitus) and concordant atrioventricular connection, four chamber echocardiographic sections show that the septal attachment of the mitral valve is usually closer to the atria than the septal attachment of the tricuspid valve. The detection of mirror image arrangement of this anticipated offsetting of the atrioventricular valves in hearts with the usual atrial arrangement has, when the septal structures are intact, been described as a significant finding in some hearts with discordant atrioventricular connection.'`3 We have encountered this reversal of the normal offsetting of the atrioventricular valves in the presence of concordant atrioventricular and ventriculoarterial connections with the usual atrial arrangement. This suggested to us the diagnosis of Ebstein's anomaly of the left sided mitral valve, a rare but well recognised lesion. (fig 2a) . The mural leaflet of the mitral valve, however, was grossly displaced towards the apex of the left ventricle (fig 2b) . The mitral regurgitation, confirmed at catheterisation, was therefore a consequence of Ebstein's malformation of the morphologically mitral valve. The child was treated by banding of the pulmonary trunk and BlalockHanlon septectomy. This was successful and he was discharged home 10 days later and has done well for the past three years.
We had previously studied a heart from the Cardiopathological Museum of the Hospital for Sick Children, Great Ormond Street, London, which had been the arbiter of appropriate echocardiographic diagnosis during life. The atrial arrangement and chamber connections were all normal. The salient anatomy concerned the left atrioventricular valve. Although this was of a basically mitral pattern, the anatomy was more unusual. The aortic (anterior) leaflet of the valve was, as expected, in fibrous continuity with the aortic valve, but it showed a partial arcade lesion, the papillary muscles being continued as a muscular ridge along the leading edge of the valve leaflet. The mural aspect of the valve was grossly distorted, being densely adherent to the pariental wall of the ventricular inlet with no true delamination of leaflet tissue (fig 3) . There was 
